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ABSTRACT
 
THE EVAlUATION OF INDIAN AlCOHOLISM PROGRAMS
 
UNDER CONTRACT TO THE INDIAN HEALTH SERVICE IN FY 1984
 
In fiscal year 1984, the Indian Health Service contracted with various 
Indian tribes to administer 189 Indian alcoholism programs that provide 
treatment and prevention services desi gned for the treatment and control of 
alcoholism among Native Americans, Alaskan Natives, Aleuts, Eskimos, and 
Native Hawaiians 1iving in the United States. The services provided by the 
various Indian tribes and organizations vary from tribe to tribe for many 
diverse reasons. The Indian alcoholism programs offer an array of treatment 
and prevention services through one or more of the following components: 
detoxification, primary residential treatment, halfway house, outpatient care, 
school -based prevention. community-based prevention, drop-in center, 
outreach, and aftercare. 
In the past, IHS has evaluated the programs by focusing primarily on the 
admi ni strati ve procedures by the programs. The present eva1uati on focuses on 
direct services to cl ients and treatment outcome measures to provide 
i nformati on needed by tri ba 1 and IHS pol icy makers for deve 1opment of more 
effective treatment and prevention programs. 
The FY 1984 evaluation was based on data collected in 237 components at 
151 program sites. Eleven of the twelve IHS areas are represented. A total 
of almost 5,000 client records were reviewed on-site by IHS evaluators. The 
evaluation addressed each of the nine treatment components individually at the 
national, area, and program levels. The programs were evaluated with respect 
to appropriateness, adequacy, effectiveness, and efficiency. 
iv 
The evaluation compiled and summarized a large amount of detailed 
information about the performance of the Indian alcohol ism programs. The 
information included a description of the characteristics of the current 
program staff and thei r trai ni ng needs. The overa 11 resu 1ts of the FY 1984 
evaluation of the Indian alcoholism programs funded by IHS are presented in 
the national report. The information has been organized and presented in 
reports that can be used by IHS in contracting, administration, and planning 
functions at the national and area levels. Eleven separate area specific 
reports were produced for use by area alcoholism coordinators and local 
program directors. The area reports contain the results summarized at the 
national and area levels. They also contain the results of the evaluation for 
each program that participated in the evaluation within the area. The 
information contained in the area reports has been designed for joint use by 
the IHS area alcoholism coordinators and the local program directors to plan 
and improve the operation of the local Indian alcoholism programs. 
On the average, four out of fi ve profess i ona1 communi ty members judged 
the local Indian alcoholism program to be appropriate for the local community. 
Approximately one-half of the respondents indicated that changes were needed; 
however, the most requested changes invo1 ved expansion of the program and 
increased funding. These responses could be interpreted as supportive of the 
1oca1 program. 
The programs were evaluated in terms of adequacy of direct services 
provided to c1 ients and adequacy of program conditions and operation. The 
evaluation showed that the programs were providing less than two-thirds of the 
specified direct services to clients. The results also indicate that delivery 
v 
of the specified set of direct services were positively related to measures of 
treatment effectiveness. By being more specific in the types of direct 
services required to be provided to clients in the contracts, IHS could better 
insure that the resources provided to the contractors are being used in 
accordance with the IHS intent of the programs. 
The program level conditions and operating procedures were found to be 
adequate. However, the general lack of program records documenting the 
internal conditions and the operation of the program necessitated the use of a 
rather global scale in the evaluation: the specified conditions were met none 
of the time, part of the time, or all of the time. A standard contract 
requirement for monthly reports or documentation of the condition of the 
program would permit a more refined measurement. 
The results of the analysis indicated that programs tended to perform 
better when there were fewer components. Some programs may be overextended, 
sacrificing the effectiveness of the individual treatment components. The 
di stri bution of components by area shoul d be consi dered careful 1y. In some 
areas, there was a lack of appropriate Indian alcoholism program treatment 
components available within the area to which programs could make appropriate 
referrals of clients upon completion of treatment. 
There was a relatively large number of outpatient group components, but 
they tended to provide only about one-half of the specified direct services 
and operated 1ess adequate 1y than other components. In parti cu 1ar, the 
after care components need to be reviewed carefully. The after care component 
tends to be confounded with other components. 
vi 
The prevention component group included community-based, school-based, 
drop-in centers and outreach programs. There were very few school based 
prevention components, varying considerably in type of operation and perfor­
mance. The referral rate for the school based prevention programs was very 
low. Although it could be argued that referrals are not the primary purpose 
of the programs, it appears that these programs also tended to provide a 
rather low percentage of the specified set of direct services that emphasized 
genera 1 contacts wi th the servi ce popu 1ati on rather than referra 1s. The 
drop-in centers tended to score higher than the other prevention components. 
The evaluation has shown that the programs were helping Indian alcoholics 
to recover. Overall, the programs were referring and admitting approximately 
32% of the cl i ents they served to other treatment components. Thi s rate of 
successful referral and admission means that approximately 32% of the clients 
served progressed in treatment for alcoholism. 
vii 
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THE EVALUATION OF INDIAN AlCOHOLISM PROGRAMS
 
LINDER CONTRACT TO THE INDIAN HEAlTH SERVICE IN FY 1984
 
INTRODUCTION
 
In fiscal 'year 1984, the Indian Health Service contracted with various 
Indian tribes to administer 189 Indian alcoholism programs that provide 
treatment and prevention services designed for the treatment and control of 
alcoholism among Native Americans, Alaskan Natives, Aleuts, Eskimos, and 
Native Hawaiians 1iving in the United States. Funds to treat and control 
alcoholism among Indians are appropriated by Congress under the Health Care 
Improvement Act PL 92-437 in the amount of $24,000,000. The Indian 
Alcoholism Programs were under the administrative jurisdiction of the National 
Institute of Alcoholism and Alcohol Abuse (NIAAA) prior to 1977. In the latter 
part of 1977, the administration of these Indian alcoholism programs was 
transferred to the Indian Health Service. Since IHS assumed the 
responsibility for contracting federal funds to Indian tribes seeking to 
provide treatment services for alcoholism in their respective communities, it 
has expanded the scope of its contracts to include clinical services for 
health problems caused by alcoholism and alcohol abuse. 
The serv ices prov i ded by the vari ous I ndi an tri bes and organi zati ons 
under contract with IHS for the treatment and control of alcoholism and 
alcohol abuse vary from tribe to tribe for many diverse reasons. The Indian 
alcoholism programs offer an array of treatment and prevention services 
grouped accordi ng to components of care provi ded by a program. The programs 
include one or more of the following components: detoxification (DETOX), 
1
 
primary residential treatment (PRT). halfway house, outpatient care. school­
based prevention, community-based prevention. drop-in center. outreach, and 
aftercare. 
IHS has evaluated the performance of contractors on an annual basis in an 
attempt to ensure that the services del ivered meet the expectations of the 
agency. In 1980. the Alcohol ism Programs Branch establ i shed standards by 
which Indian alcoholism programs could be measured to determine their 
capability of delivering treatment and prevention services. From 1980 to 
1983. Indian alcoholism programs were evaluated on the basis of their ability 
or inability to establish and maintain an organizational structure. processes. 
knowledge and skills required to provide services to Native Americans with 
health problems caused by alcoholism and alcohol abuse. In 1980 the 
Alcoholism Programs Branch initiated the development of protocols on which to 
base an evaluation of Indian alcoholism programs under contract with the 
Indian Health Service. In 1980. 1981. and 1982 the IHS evaluated the programs 
providing treatment and prevention of alcoholism using normative standards. 
These standards included effectiveness indicators and case management 
procedures; contractor compliance; and the relative efficiency and 
effectiveness of these programs. The evaluations were focused primarily on 
the process used by the programs. The present eval uation has expanded the 
focus to include direct services to clients and treatment outcome measures. 
According to a study conducted by the Cooperative Commission on the Study 
of Alcoholism entitled "Alcohol Problems A Report to The Nation". the 
Commission's findings suggest the need to continue evaluating treatment 
2
 
services. The report states: "Little is known about the relative 
effecti veness of various treatment methods for different types of probl em 
drinkers; which factors are associated with "recovery" and which are 
associated with fai 1ure." It further states that studies conducted in key 
research training and service settings could take advantage of "research 
opportunities and trained personnel in those settings and help overcome the 
long-standing neglect in this area." 
Further information concerning Indian alcoholism programs is still 
necessary to ascertain which treatment modalities contribute to returning the 
person diagnosed as having health problems due to alcoholism and alcohol abuse 
to his or her home environment in a better state of health. It is hoped that 
by evaluating the Indian alcoholism program activities with regard to the 
treatment of persons having been diagnosed as having alcohol related health 
problems, tribal and IHS policy makers can develop new initiatives that will 
be more effective in the treatment and prevention of alcoholism and alcohol 
abuse problems among Native Americans, Alaskan Natives, Aleuts and Eskimos. 
RELEVANT EVAlUATION LITERATURE 
In designing the FY 1984 Evaluation of the Indian Alcoholism Programs, 
the body of knowledge and experience presented in the current evaluation 
1iterature was considered carefully. Program evaluation has been studied, 
developed, and applied most extensively in the field of education. However, 
the frameworks, models, and processes are presented as general models that are 
applicable to a wide variety of programs designed to provide a service to a 
3
 
set of clients. Worthen and Sanders (1973) presented an excellent collection 
of models and frameworks for planning and designing program evaluations. They 
compiled. compared. and contrasted models and frameworks of contemporary 
experts in the field of evaluation. The frameworks reviewed and discussed 
included: 
TYPE Of EVALUATION ORIGINAL AUTHORITY 
Formal vs. Informal Robert Stake (1967) 
Formative-Summative Michael Scriven (1967)
 
Comparative-Noncomparative

Intrinsic-Payoff

Mediated
 
Design. Installation, Malcolm Provus (1969)
 
Process, Product. Cost
 
Context, Input. Daniel Stufflebeam (1968) 
Process. Product 
Systems Assessment. Program Planning Marvin C. Alkin (1969)
 
Program Implementation, Program
 
Improvement, Program Certification
 
Pre-post measurement of Ralph Tyler (1942)
 
Performance
 
Popham (1974) provided a compilation of papers by Scriven, Stufflebeam, 
Alkin. and others on current applications of evaluation methodology. his work 
provided professional and technical guidance in the design and development of 
program evaluations. The technical evaluation topics included cost analysis, 
formative and summative methods. standardized testing. measurement techniques, 
sampling procedures. and data analysis issues. 
Wholey (1979) provided a framework for applying established principles of 
evaluation and evaluation methodology to the practice of program evaluation of 
4
 
federal programs in the health and social fields. He provided a collection of 
examples of program evaluation focusing on measuring effectiveness of programs 
in public administration, health, and law enforcement. 
Guba and Lincoln (1981) presented a process for improving the usefulness 
of evaluation results through responsive and naturalistic approaches to 
effective evaluation. They critiqued the existing evaluation models and 
argued for increased responsiveness to local program needs and concerns. They 
recommended extensive use of qualitative techniques in program evaluation. 
Deni ston, Rosenstock, and Getti ng (1969) i dentifi ed four categori es for 
development of evaluation questions for use in the evaluation of program 
effectiveness in the public health fields. The four areas were 
appropriateness, adequacy, effectiveness, and efficiency. 
Cohen and Cohen (1975) presented technical guidance in the use of 
hierarchial model multiple regression/correlation analysis for the behavioral 
sciences. As professional s in statistical measurement and analysis 
(associ ated wi th the New York State Department of Menta 1 Hygi ene, Co 1umbi a 
University School of Public Health, and New York University). they detailed 
the statistical methods needed for appropriate measurement of net treatment 
effects on patients and c1 ients in various health care facil ities. They 
described the use of hierarchial model regression analysis to control for the 
effects for time in treatment, prior treatment effects, and other factors in 
cases where the predictor variables were known to be correlated with one 
another. The procedures presented provided a means of assessing the net 
effect of time in treatment or delivery of service after controlling for the 
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effect of these factors. The process provided an effective means to eliminate 
the confounding learning and residual effects associated with the use of 
repeated applications of measurement instruments such as in pre-post testing. 
There is a large body of literature that relates to the field of 
treatment of alcoholism. It is beyond the scope of this evaluation to attempt 
a review that literatur~ However, the development of the data collection 
instruments required the use and understanding of a variety of information 
regarding alcoholism and appropriate treatment modalities. Jellinek. (l946, 
1952, 1961) described the phases of alcoholism that provided a framework. 
commonly used in the development of treatment components in the Indian 
alcohol ism programs and in the alcohol education material s used in many 
primary residential treatment facilities and halfway houses. The phases were 
utilized in the development of component specific treatment and service 
standards by IHS. The American Indian Alcohol Treatment and Transition 
Standards developed by IHS personnel provided area alcoholism coordinators and 
contractors with a detailed set of definitions for treatment components and a 
detailed set of specifications for the design, development, operation, and 
management of various treatment components. The standards provided very 
valuable information used extensively in the development of the data 
collection instruments for the evaluation. 
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STATEMENT OF THE PURPOSE
 
The purpose of the present evaluation was to determine the 
appropriateness, adequacy, effectiveness, and efficiency of alcoholism 
treatment and prevention services provided to Native American cl ients by 
Indian alcoholism programs under contract with the Indian Health Service. 
The	 areas are defined in general terms as follows: 
1. Appropri ateness: Were the program objecti ves worthwhi 1e? 
2.	 Adequacy: How much effort was the program expending in providing
servi ces? 
3.	 Effectiveness: What was the effect of the efforts? 
4.	 Efficiency: What was the cost in resources? 
The purpose identifies four areas of concern addressed in this evaluation 
which are represented in the following specific research questions used to 
guide the evaluation of all program components and the services provided by 
the programs.· Each of the areas of concern will be defined and discussed 
below. 
1.	 Are the direct services to clients provided by the programs in each 
treatment component adequate to treat the stage of alcohol ism for 
which the component was designed? 
2.	 Is the operation of the program adequate to support the delivery of 
direct services to treat the stage of alcoholism for which the 
component was designed? 
3.	 Are the direct services provided by each component effective in 
treating the stage of alcoholism for which the component was 
designed? 
4.	 Are the projects operating in an efficient manner to deliver
 
services to the clients being served?
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5.	 Are the services provided by each program appropriate in treating
the local incidence of alcoholism in the community served by the 
program? 
APPROPRIATENESS 
Appropriateness refers to an alcoholism program's ability to meet a 
community's needs for treating the various stages of alcoholism in the 
community in which the alcoholism program is located. Appropriateness was 
measured from the perspective of five individuals in the community. The 
individuals represented other agencies and groups that are knowledgeable about 
alcohol ism and alcohol abuse in the community. They represented agencies 
providing medical services, agencies providing social or human services, law 
enforcement agencies, the tribal administration or governing body of the 
community, and the clients of the substance abuse program. The scope of the 
survey of community opinion was narrow because a full sized community survey 
of all communities served by the alcoholism programs was beyond the scope of 
the evaluation. The evaluation sought to obtain an indication from 
knowledgeable community opinion of the general appropriateness of the program 
based upon five items dealing with whether or not the program was: 
1. Meeting the needs of the community 
2. Recommended to friends and relatives for treatment of alcoholism 
3. Helping alcoholics in the community to recover 
4. Staffed with adequately qualified and trained personnel 
5. In need of changes to meet some other need 
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ADEQUACY 
Adequacy refers to an alcoholism program's ability to treat the stage of 
alcoholism for which a program was designed to serve. Two levels of concern 
were included in the evaluation. One level addressed adequacy at the client 
level in terms of direct services provided to cl ients of the program. The 
other level addressed adequacy in terms of the overall condition of the 
program. 
PROGRAM ADEQUACY. Program 1eve 1 adequacy addressed areas such as 
qualifications of the staff, facilities, following a standard operating plan, 
program resources, and contract compliance related items. This section of the 
evaluation most closely resembled the evaluation efforts in prior years. The 
items vari ed by component. For each component, the program adequacy items 
were developed by the eval uation committee using the IHS standards for the 
component. In most cases, the standards defined a condition that was 
considered necessary to establ ish a minimum requirement for contract 
compliance. The program adequacy items were measured in terms of the extent 
of time that the specified condition existed in the program during the 
eval uation period. A three item scal e was used to rate the extent of time 
that the condition existed: None of the Time (0), Part of the Time (1), and 
All of the Time (2). Pilot testing the evaluation instruments proved that 
efforts to use a more specific scale was not practical given the general lack 
of program. records documenti ng the condi ti on of the program by time. The 
scale was converted to a composite score for program adequacy using the mean 
score on the items specified for each component. The mean allowed comparison 
of program adequacy measures across components with varying numbers of items. 
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The evaluator reviewed the existing program documents during the on-site visit 
to determine the extent of time that each specified condition existed in the 
program during the evaluation period. 
ADEQUACY OF DIRECT SERVICES. The adequacy of the program at providing 
direct services at the client level was measured by a review of a random 
samp1 e of 30 c1 ient records_ by the eva1 uator during the on-site visits. The 
evaluator used a series of component specific direct service items developed 
from the IHS standards and functional definitions of the treatment components. 
The items were developed and selected by an IHS work group appointed to 
provide guidance in the development of the evaluation instrument. The 
instrument was pilot tested and reviewed by area alcoholism coordinators and 
program directors in a special meeting for that purpose. Several revisions in 
the initial set of direct service items were made as a result of the pilot 
test and the review. 
The set of direct service items defined an array of direct client 
services that were considered appropriate for the specified component in a 
typical program. It was recognized that some of the items may not be required 
by contract (and thus not provided) in a few programs; but, nevertheless, the 
service was considered important on the national level. And, it was 
recognized that many programs attempt to provide quality services beyond the 
minimum contractual requirements. The evaluation of adequacy of direct 
services attempted to provide a measure of delivery of direct services that 
would extend well beyond the minimum level of contract compliance in order to 
accurately reflect the range of services provided. The set of items developed 
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for each component represents a standardized array of services which would be 
expected in a highly effective treatment component. 
In some particular program cases, the area alcoholism coordinator, 
contract officer, and local program director might mutually agree that one or 
more of the specified services were not appropriate in a given program for a 
parti cu 1ar reason. In that event, the outcome measure coul d be adj usted to 
account for the modifi cati on on1y for the purpose of di scuss ions and p1anni ng 
between the area alcoholism coordinator and the local program. However, for 
national and area level analyses, modifications to the standard set of 
services would not be considered. 
The set of direct service items were used in a record review by the 
IHS evaluator of a random sample of 30 client folders during the on-site 
visits. The results were entered into a computer file for analysis. A 
direct service score was calculated by item for each program. The score 
i ndi ca tes the percentage of c1i ents in the samp 1e who recei ved each of the 
individual direct service items. The direct service scores were summarized at 
the area and the national levels as mean scores for each direct service item. 
These mean scores indicate the mean percentage of clients receiving each of 
the direct service items within the area and within the nation. 
An overall direct service score for each component in the program was 
calculated as the mean of the direct service scores across the individual 
items in the componen~ These scores allow a comparison of direct services 
provided by a program across the components. 
11 
EFFECTIVENESS
 
Most programs serve numerous individual clients. In general, when a 
client enters the program, the staff attempts to assess the client's stage of 
a1coho 1ism and admi t or refer the eli ent to the proper treatmen t component 
designed to treat that stage of alcoholism. In some cases, a client may 
require repeated admission and service in a treatment component before 
progressi ng to the next 1evel of treatment in the conti nuum of care. Many 
c1i ents are lost, that is for some reason they do not conti nue in treatment 
for their condition, at the end of service in a component. Effective 
treatment of alcoholism requires that a client continues to be treated at the 
appropriate level while working toward redeveloping skills needed to live 
without dependency on alcohol. 
Effectiveness refers to a program's ability to produce a definite result 
in treating a person whose health has been affected because of alcoholism and 
alcohol abuse. For this evaluation, effectiveness across treatment components 
is defined as providing component specific treatment to the client and 
then referring and admitting the client to the next appropriate level of 
treatment in the continuum of care. Thus, effectiveness is viewed as the 
program's abil ity to keep the cl ient in an appropriate treatment component. 
Effectiveness requires that the client be served successfully in a treatment 
component and transferred and admi tted to another component for conti nued 
treatment. 
The effectiveness of the program component was measured in terms of rates 
of referral and admission of clients from the treatment component to another 
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component. In this evaluation, the referral rate is reported as a rate per 
admission and as a rate per client. 
EFFICIENCY 
Efficiency refers to the utilization of financial resources and seeks to 
determine the greatest utilization of resources at the lowest cost. For this 
evaluation efficiency is defined in terms of cost and in terms of utilization 
of staff. All of the programs evaluated received at least partial funding 
from IHS. Other sources of funding were the State, other federal agencies, 
and the tribes. The efficiency measures are based on the total cost of the 
component including all funding sources. In some cases, the program financial 
records were not structured ina way to a11 ow exact all oca ti on of cost by 
treatment component; in these cases, costs by component were estimated. 
Unless the IHS contractors are required to maintain financial records that 
allocate progr-am costs by treatment component, the component cost efficiency 
measures must be based, at least in part, on estimated allocations of costs. 
The evaluation considered costs per admission, cost per client (unduplicated 
count), and cost per referral and admission to another treatment component. 
The number of full-time-equivalent staff members assigned to the 
component is a factor in measuring the efficiency of the component. The 
efficient use of staff requires that the.client load per staff member be 
reasonable. Of course, this measure of efficiency must be considered along 
with the effectiveness measures for the component. The evaluation considered 
the number of staff assigned per admission, per client, and per referral. 
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EVALUATION METHOD
 
The Indian alcoholism programs were evaluated in a systematic, objective 
manner. All 189 Indian alcoholism programs funded by IHS were subject to the 
evaluation process. However, as described in detail in a later section 
describing the sample, data from only 151 programs were represented in the 
evaluation for various reasons. 
EVALUATION INSTRUMENT AND TRAINING 
An evaluation instrument was developed by the contractor under advice and 
approva 1 of a work group of IHS personne 1. The instrument was des i gned to 
evaluate the four areas of concern: appropriateness, adequacy, effectiveness, 
and efficiency of each component in the program. In addition, the instrument 
collected some descriptive data about the program budget and organizational 
structure and staff. Separate sections of the eval uation instrument were 
designed for each component. The evaluation was conducted during a site visit 
to each of the alcoholism'programs by IHS personnel trained in the use of the 
evaluation instrument who served as evaluators. The evaluation instrument was 
pilot tested by IHS personnel. The instrument was presented and discussed 
item by item in a training session for area alcoholism coordinators and 
interested program directors. The instrument was revised and modified in 
accordance with findings in the pilot test and recommendations from area 
coordinators and program directors attending the training session. 
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SAMPLING AND DATA COLLECTION 
The evaluators were instructed to follow a set of written procedures for 
implementing the evaluation. The procedures included the random selection of 
30 client records from the program files. The instructions were specific by 
component. The selection included 15 active client records and 15 inactive 
client records except in Detox Units where the 30 records were all inactive 
clients. For each of the sample of 30 client records, the evaluators were 
trained to review the record for written evidence and documentation that each 
of the specified direct services had been or was being provided to the client 
during the evaluation period. The evaluation score was based on the existence 
or lack of existence of evidence in the client record. This process attempted 
to provide an objective means of determining the extent to which the services 
were being provided by the program component and attempted to 1imit, as much 
as possible, the potential introduction of subjectivity and bias by the 
evaluator. 
The evaluator also reviewed the program records for evidence and 
documentation of the extent of time during the evaluation period that the 
program component was in compliance with specified program adequacy 
conditions. The eval uator coll ected specified stati stics from the program 
records regarding costs al located to the component, numbers of clients served 
duri ng the eva 1uatl on peri od, and number of fu ll-time-equi va 1ent program 
staff assigned to the component. These data represent factual information 
that are expected to exi st in the program records of the contractors. 
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CERTIFICATION OF VALIDITY AND ACCURACY OF DATA 
For each component evaluated, the evaluator(s) signed a certification 
that the evaluation was conducted according to the established plan and that 
it was a true and accurate reflection of the program's records. The 
evaluators were instructed to carefully review the documents for completeness 
and accuracy before shipment to the contractor for data entry processing and 
analysis. 
The program director or representative was asked to provide, above their 
signature, their opinion about the fairness of the random sample, the ability 
of the evaluation items to provide a valid description of the program 
component, and a rating of the evaluator(s) for conducting the evaluation in a 
professional and unbiased manner. An opportunity to provide additional 
comments regarding the evaluation was provided for each component. 
DATA ANALYSIS 
Data entry was accompl ished by the contractor using specially written 
programs on microcomputers to provide error checking and accuracy tests. The 
data was transferred to the IBM mainframe computer at The Parkl awn Computer 
Center (PCC), Rockville, Maryland, for statistical data analysis using the 
Statistical Analysis System (SAS). The mainframe was accessed via modem and 
telephone using microcomputers in the contractor's offices in Oklahoma City. 
ADEQUACY OF DIRECT SERVICES. The analysis of adequacy of direct services 
was conducted by component. It provided summaries across cl ients for each 
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direct service item at the program, area, and national levels for each 
component. The direct service score measure was determined by calculating 
the proportion of direct service items provided to each client within the 
project. Then, the appropriate mean proportion of direct service items 
delivered to clients was calculated to provide the program level, area level, 
and national level direct service scores. Each of these direct service scores 
is interpreted as the mean percentage of the specified set of component 
specific direct services delivered to the clients in the sample. 
A mean direct service score across all components in the program was 
calculated for each program. This statistic provided an overall direct 
service score for the program. The overall score was summarized at the area 
national levels to provide an overall measure of delivery of specified direct 
services to clients of Indian alcoholism programs within each of the areas and 
withi n the nation. 
PROGRAM ADEQUACY. The analysis of the program adequacy data was 
conducted on the IBM mainframe computer at PCC. A Likert-type scale of 0 to 2 
was used to indicate that the program records contained evidence that the 
prescribed condition existed during the evaluation period None of the Time 
(0), Part of the Time {U, or All of the Time (2). The score on each program 
adequacy item was used to ca 1cu 1ate a mean program adequacy score for each 
component. These mean scores were summarized at the area and national levels 
for each component. The mean scores are interpreted as the extent of time 
during the evaluation period that the specified conditions relating to 
compliance and overall program operations existed in the program component. 
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A mean program adequacy score across all components in the program was 
calculated for each program. This statistic provided an overall program 
adequacy score for the program. The overall score was summarized at the area 
and national levels to provide an overall measure of the extent of existence 
of the specified program conditions in Indian alcoholism programs wi~hin each 
of the areas and within the nation. 
APPROPRIATENESS. The appropriateness measure was analyzed using the 
resul ts of the brief survey of opinion of fi ve (5) knowl edgeabl e community 
members regarding the overall operation and scope of the alcoholism program. 
The survey consisted of five items that could be answered with a "yes" or "no" 
response. The results were analyzed at the program. area, and national levels 
following the procedure used in the analysis of the adequacy of direct 
services. 
EFFECTIVENESS. The effectiveness of the program component was measured 
in terms of rates of referral and admission of clients from the treatment 
component to another component. In this evaluation. the referral rate is 
reported as a rate per admi ssion and as a rate per cl ient. The rates were 
calculated, summarized. and reported at the program. area, and national 
levels. 
Referral Rate per Admission. The referral rate per admission is a 
measure of effectiveness based on all clients admitted to the component. This 
rate allows for repeated admission and service to individuals, a duplicated 
count of some individual clients. The measure is the percentage of all 
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admissions that were served successfully in a component and then referred and 
admitted to further treatment during the evaluation period. 
Referral Rate per C1 ient. The referral rate per cl ient is a measure of 
effectiveness"based on an undupl icated count of indi vidual s served by the 
program component. The measure is the percentage of all individuals that were 
served successfully in a component and then referred and admitted to further 
treatment during the evaluation period. 
EFFICIENCY. For this evaluation efficiency is defined in terms of cost 
and in terms of utilization of staff. The efficiency measures were based on 
the total cost of the component including all funding sources. The evaluators 
were required to determine or estimate as accurately as possible the 
allocation of costs and staff to the program components. 
Cost per Admission. Cost per Admission is the total cost allocated to 
the component divided by the total number of admissions to the component 
during the evaluation period. 
Cost per C1 ient. Cost per C1i ent is the tota 1 cost allocated to the 
component divided by the total number of individuals served (unduplicated 
count) during the evaluation period. 
Cost per Referra1. Cost per Referral is the total cost allocated to the 
component divided by the total number of cl ients successfully served and 
then referred and admi tted to another trea tment component duri n9 the 
evaluation period. 
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Admission per Staff. Admission per Staff member is the total number of 
admissions to the component during the evaluation period divided by the total 
number of FTE staff assigned to the component. 
Clients per Staff. Clients per staff member is the total number 
(unduplicated count) of clients served during the evaluation period divided by 
the total number of FTE staff assigned to the component. 
Referrals per Staff. Referrals per staff member is the total number of 
of clients successfully served and then referred and admitted to another 
treatment component during the evaluation period divided by the total number 
of FTE staff assigned to the component. 
COMPONENT SPECIFIC MEASURES. Since the evaluation focused on the 
treatment of clients in specific treatment components, the unique aspects of 
the components were considered in the effectiveness and adequacy measures of 
certain components. In the PRT components, a major portion of the treatment 
effort is aimed at helping the client to develop a more positive self-concept 
and at teaching the cl ient about the nature and effects of alcoholism and 
alcohol abuse. The halfway houses also spend time and effort on these topics 
in addition to assisting the clients to practice the skills needed for 
independent living. Thus, in the PRT and halfway house components, additional 
client level effectiveness measures were used. The evaluation sought to 
determine if treatment and services provided in the PRT and halfway house were 
related to simple measures of self-concept as measured by the total positive 
score on the Tennessee Self-Concept Scale. 
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The simple counselor form of the Tennessee Self-Concept Scale was 
selected for several reasons. It was being successfully used in treatment by 
program counselors of Indian alcoholism programs in Sheridan and in Plumler, 
Idaho. It did not require extensive training nor qualification for use. It 
was capable of being administered to small groups in approximately 15 minutes 
and scored on-site in approximately 7 minutes each. The scale requires a sixth 
grade reading level to read and respond to the 100 self-descriptive 
statements. Of course, where needed the items may be read to the client by the 
counselor. The Tennessee Self-Concept Scale has been used and reported 
extensively in the literature; it has been well validated as an effective 
global measure of self-concept. And, it has been correlated with other 
measures of self-concept that are more appropriate for clinical use. 
The evaluation also sought to determine if treatment and services 
provided in the PRT and halfway house were related to client scores on a 
written test over the material commonly being taught in alcohol education 
classes in the programs. A test was compiled from materials and similar 
cl ient tests provided by various PRT and hal fway houses funded by IHS. The 
test consisted of 34 multiple choice items. 
By a review of the client records in the outpatient care component, the 
evaluator distributed the sample of 30 clients by classification of length of 
sobriety. In this component, the evaluator also made a distribution of 
clients by type of treatment schedule used and by whether or not the inactive 
clients had completed the treatment plan. 
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In the school based and community based prevention components, additional 
effectiveness measures were included to determine if there had been a change 
in the reported substance abuse rel ated incidents or school dropouts during 
the year. These additional measures sought to focus on the purpose of the 
components. They were used in the analysis of the applicable component only. 
LIMITATIONS 
The evaluation was designed as an objective summative evaluation. 
Efforts were made to 1i mi t the i ntroducti on of eva1uator bi as by requ i ri ng 
evidence and documentation in client records or program records for scoring. 
This requirement may result in some programs receiving lower scores due more 
to poor record-keeping than poor del ivery of service. However, since the 
programs are operated under contract and record-keeping is a standard and 
important requirement in the treatment of cl ients, the score is considered 
justified for either reason. 
The programs have not been required to follow a standardized method for 
allocation of costs and staff time by treatment component. Thus, the 
efficiency measures necessarily were based, at 1east in part, on estimated 
al locations made by the evaluators and program directors. In general, 
the quality of the program record-keeping can have an effect of the results of 
the evaluation. Poor record-keeping practices may result in low evaluation 
scores. 
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Throughout the eval uation instrument development process, it was noted 
that programs provide a wide variety of services. Although efforts have been 
made by IHS to establish standards for delivery of service by components and 
for contract compliance, the standards have been enforced in varying degrees 
in the program contracts. The evaluation work group and the participants in 
the training sessions established a set of component specific direct service 
items and program adequacy items for use in evaluating all programs. These 
items were based on the IHS standards and based on accepted definitions of the 
intended purpose and expected resul ts of the various treatment components. 
The items were intended to provide a measure of performance beyond the minimum 
requ i red for a contractor to be in ba re comp 1i ance wi th the contract 
requirements. The items sought to provide a means for differentiating among 
programs: to identify exceptional programs and weak programs. The fact that a 
given program is not required by contract to provide a particular service to 
its clients does not mean that the service should not or could not be 
provided. The detail and specificity of the contracts vary considerably. 
Thus, this eval uation intentionally measures items that mayor may not be 
required of programs in a contractual sense. This evaluation does not 
emphasize contract compliance because the contracts generally do not contain 
standard objective measures suitable for use in the evaluation of treatment 
outcomes. 
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DESCRIPTION OF THE SAMPLE 
The evaluation was based on data collected at 151 of the 189 Indian 
alcohol programs funded by IHS. All IHS areas except Alaska were represented 
in the evaluation. Figure 1 illustrates the distribution of the 151 programs 
by IHS area. 
Descriptive data about the 151 programs is presented in Tables 1 through 
4. These data provide a description of the programs in terms of types of 
treatment components included in the programs, length of funding by IHS, 
length of the current contract at the time of the evaluation, July and August, 
1984. and program budget information. These data are presented as totals in 
Tables 1 and 2. Tables 3 and 4 present the means of the same data items. The 
data are provided for the national, all areas, and for each of the 11 IHS 
areas represented in the evaluation. Data for each program are provided in 
the separate individual Area Reports. 
Table 1 shows the distribution of programs and their components by IHS 
area. Overall, the 151 programs contained 277 treatment components. The 
programs tended to have more than one treatment component, an average of 1.8 
components per program. The most common treatment component was outpatient 
care (84 programs offered that treatment component) followed by outreach (43 
programs), community-based prevention (38 programs), PRT (37 programs), and 
aftercare (30 programs). Figure 2 illustrates the distribution of programs by 
treatment component. Table 3 shows the percentages of programs that contained 
each of the treatment components. Overall, the outpatient care component was 
present in 56% of the 151 programs. 
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Table 1 shows that the 151 programs had been funded by IHS for a combined 
total of 6,875 months. The average length of IHS funding, shown in Table 3, 
was 50.18 months. At the time of the eval uation, July and August, 1984, the 
programs had been operating under a current contract for an average of 9 
months. Table 2 shows the current contract budget breakdown for the 151 
programs for the nation and by area. Overall, IHS has funded these 151 
programs under current contracts totaling approximately $ 17.7 mil lion. The 
average contract, shown in Table 4, is approximately $125,983. The average 
total cost ranged from $300,689 in Tucson Area (a single program) to $75,441 
in Phoenix Area (average of 7 programs) and $77,708 in Bemidji Area (average 
of 23 programs). 
PROGRAM STAFF OVERVIEW 
The evaluation of the programs included a description of the program 
staff and a description of the training needs of the staff. Tables 5 through 
11 present the data collected from approximately 800 individual staff members 
at the 151 programs. These tabl es present the national data for all areas 
and data for each area. Additionally, the demographic data is presented by 
gender of the staff. ~lot all programs are represented in the tabl es since 
some programs did not return information about their staff. Some programs 
responded to the items on an employee's primary assignment, training need, and 
level of needed training with multiple responses. Only the first response to 
the questions was incl uded in the analysis of the resul ts. The 800 staff 
members who reported their position were distributed by position as follows: 
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DISTRIBUTION OF STAFF POSITIONS 
POSITION NUMBER i TOTAL i INDIAN i MALE 
Project Director 114 14% 87% 73% 
Certified Counselor 98 12 80 58 
Non-Certified Counselor 197 25 94 65 
Outreach Worker 32 4 97 56 
Prevention Worker 22 3 86 45 
In-Patient Clinical Director 5 1 80 80 
Out-Patient Clinical Director 16 2 75 38 
Spiritual Specialist 3 100 67 
Attendant/Aide/Paraprofessional 50 6 82 64 
ClericaljReceptionist 106 13 92 2 
Cook/Janitor/Maintenance/Driver 47 6 89 21 
Other 110 14 84 55 
TOTAL 800 lOO'l. 88'.t 52i 
Of the 800 staff with valid data, 48% were women and 52% were men. 
Overall, 88% of the staff were Indian, 46% reported that they spoke a Native 
American language. Thus, the staff of the programs were predominantly Indian. 
The a verage of the staff was 4·1 years. 
The men tended to have a slightly higher level of education than the 
women, as shown in Table 5. Overall, the level of education was low, being 
reported as some college, but less than Junior College graduate or less than 2 
years at a 4 year college. There were some minor differences among the areas 
in average level of education of staff, but in all areas, the average level 
was less than 2 years at a 4 year college. 
The item regarding personal experience of the staff with alcoholism 
reveal ed that, overall, 60% of the staff were al cohol ic. The percentage 
varied by gender, 80% of the men were alcoholic compared to 39% of the women. 
Three percent (3%) reported that they were alcohol ic and currently drinking. 
The percentage of thi s category vari ed by area from 7% in Aberdeen area and 
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Tucson area to 0% in Nashville area. 
Overa11, 16% of the staff reported bei ng a1coho1i c and dri nk i ng in the 
past year or less, 20% of the men and 11% of the women were in this group. 
Table 6 showed that percentage in this group varied by area. Nashville (8%), 
Bemidji and Oklahoma City (9% each) had less staff in the group than Billings 
and Navajo (26% each), Aberdeen (20%) and Tucson (20%). 
The staff had less personal experience with drug abuse than with 
a1coho1i sm. Tab 1e 7 showed that, overa 11 , 82% of the s ta ff reported never 
having personal experience with drug abuse and 18% having had such personal 
experience. As with alcoholism, more men tended to report personal experience 
with drug abuse than women. Of the staff who reported experience with 
personal drug abuse, the use tended to be 3 or more years ago. Only 3% 
reported abuse in the pas t year or 1esse A few emp1oyees reported current 
abuse of drugs in Aberdeen, California, and Portland areas. 
The eval uation gathered data on the sal ary, number of hours of work per 
week, and measures of experience as shown in Table 8. Overall, the average 
salary of the staff was $12,658. The average salary for men was higher at 
$13,334 than for women at $11,926. In all areas, the average annual sal ary 
for men was higher than the average annual salary for women. The area 
averages ranged from slightly over $10,000 in Tucson and Navajo to over 
$14,000 in Nashvi 11 e and Portland areas. The salary differences between men 
and women coul d be due to the fact that women hel d many of the lower 1evel 
clerical positions within the programs. 
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The eval uation attempted to determine the extent of the staffs' prior 
experience with alcohol abuse programs by asking for the total number of years 
and months of experi ence ina 1coho 1ism programs. I t was expected tha t the 
total number of months experience would be larger than the number of months 
employed in the current program; and, the difference would provide a measure 
of the previous experience of the staff brought to the current program. As 
shown in Tab 1e 8, the expected re 1ati onshi p between months experi ence and 
months employed occurred in all cases except the female staff members in Area 
5, Navajo Area, and the male staff members in Area 10, Tucson Area. There 
were missing data for months of experience from these staff members that 
resulted in distorted relationships. These data indicate that, overall, the 
staff had 58.8 months, or approximately 5 years, of experience in alcoholism 
programs and they had worked for about two and one-half years in the current 
project. In all IHS areas, the male staff members tended to have had more 
experi ence ina1coho 1ism programs, 69.7 months experi ence overall, than the 
females, 46.9 months experience overall. Overall, the males tended to have 
worked slightly longer in the current project than the females; but, this 
relationship varied by IHS area. Average experience varied considerably by 
area. The male staff members in Nashville had the highest average months of 
experience: approximately 103 months (n=29). Femal e staff members in 
Billings had the lowest average months of experience: approximately 31 months 
(n=40). Approximately 47% of the total alcoholism work experience of the 
program staff was obtained outside of the current alcoholism program 
employment. 
28
 
On the average, the staff worked just over 40 hours per week. And, the 
staff reported having received an average of 130.8 hours of training in their 
work. Women reported more training (141 hours) than men (121 hours). The 
hours of training varied considerably among the areas. Tucson Area reported 
the lowest average hours of training at 21.29 hours while Nashville at 310.13 
and Bemidji at 239.6 reported high levels of training (Table 8). 
PROGRAM STAFF TRAINING NEEDS 
The evaluation considered the training needs of the staff in addition to 
obtaining descriptive data. Individually, the staff members were asked to 
identify the top priority need by training category. The results of the 
analysis is presented in Tables 9 and 10. These tables show the percentage of 
the 805 staff members that selected each of 17 categories including the 
categories of No Training Needed (2%), Other (12%), and Missing Data (5%). 
Although the staff expressed a desire for training in a variety of areas, 
training in administrative areas was reported frequently: Project Management 
(14%) and Case Management (10%). Also, there was a relatively high 
percentage of staff who expressed a need for Individual Counseling Techniques 
(12%). The distribution of training needs is presented in Tables 9 and 10 by 
IHS area. The analysis indicates that the training needs vary widely by IHS 
area. These data indicate that the programs in these IHS areas had varied 
approaches and priorities for delivery of treatment services to their clients. 
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The evaluation also considered the level of training needed. Table 11 
shows the results of the analysis of level of training by each of the priority 
areas. Of the overa 11 764 staff members provi di ng data, one-half i ndi cated 
that they needed short-term training: 29% indicated that they needed training 
in a 1-2 day workshop and 21% indicated they needed training provided by a 
professional conference. Approximately 34% indicated they needed long term 
training: 21% in 1-5 week courses and 13% in col lege course work. Nine 
percent indicated that they needed On-the-job training. The staff also 
provided data about the existence of an individual training plan. Overall, 
56% of the staff reported they had an individual training plan. 
The data collected in the evaluation and presented in Tables 1 through 11 
provide a description of the sample of programs included in the evaluation. 
These data al so provide a description of the program staff and very useful 
information for the future development of training activities. The 151 
programs included in the evaluation constitute approximately 80% of all of the 
IHS funded Indian alcoholism programs. The staff data represents 
approximately 800 individuals working in these program. The remainder of the 
evaluation focused on the efforts and results of the efforts of these 
individuals working in the 151 programs funded by IHS to serve Indians with 
a1coho1ism or a1coho1 related prob1ems. 
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TABLE 1 
StM-1ARY OF PRCX;RAM INFORMATION BY IHS AREAS 
NUMBER 
- - - - NUMBER OF COMPONENTS - - - - ­
OF HALFWAY our AFTER
 
IHSARFA SITE PROORAMS DEI'OX PRr HOUSE PATIENr CARE
 
ALL ALL 151 10 37 22 84 30
 
1=ABERDEEN 18 0 8 4 3 0

· 3=BILLIOOS 10 6 5 4 6 1
· 4=BEl-1IIlJI 23 0 1 5 5 5
· 5=NAVAJO 7 1 2 0 7 3
· 
6=CALIFORNIA 14 0 9 1 8 3
· 7=PfK)EN!X 7 1 2 0 3 1
· 8=ALBUQUERCUE 14 1 1 2 13 0
· 9=OKr.AHCMA. CITY 13 0 3 5 5 0
· 
10=IHS/TtJCSOO 1 0 1 0 1 0
· 11=PORTI..AND 30 1 4 0 24 17 w · 
..... 12=NASHVILLE 14 0 1 1 9 0
· 
- - - - - - - - - - - NUMBER OF OOMPONENTS - - - - - ­
SCH<X>L BASED CCM1UNITY DROPIN 'roI'AL IHS FUNDIOO CURRENT 
IHSARFA SITE PREVENTION PREVENTION CENI'ER OUI'RFACH OOMPONENTS IN M)NTHS CONTRACT 
ALL ALL 6 38 7 43 277 6875 1252 
1=ABERDEEN 1 4 0 2 22 859 119
· 
3=BILLIOOS 0 5 0 2 29 382 78
· 
4=BEMIIlJI 1 5 3 16 41 727 115
· 5=NAVAJO 0 1 0 4 18 315 35
· 
6=CALIFORNIA 
· 
0 0 2 5 28 644 130 
7=PfK)EN!X 0 0 0 0 7 315 57
· 8:=ALBUQUERQUE 1 2 0 4 24 849 205
· 9=OKIAHCMA CITY 1 0 0 2 16 777 108
· 
10=IHS/TUCSON 0 0 0 0 2 60 12
· 
11=PORTI..AND 2 9 2 4 63 1337 300
· 12=NASHVILLE 
· 
0 12 0 4 27 610 93 
---- ---------
- - - - - - - - - - - - - - -
TABLE 2 
St.M-1ARY OF PR03RAM INFORMATION BY IRS ARFAS 
---------------PROGRAM BUDGET 
aIHER 
FRINGE MATERIAIS CONSUL- DIRECT 
IHSARFA SITE IAOOR BENEFITS SUPPLIES TRAVEL TANI'S <X>STS 
- - - - - - - - - - - - - - - - - - - DOL L A R S - - ­
ALL ALL 9892178 1779053 723991 761600 178882 2285143 
1=ABERDEEN · 1329707 222333 113575 96601 14249 369920 
3=BILLINGS 772489 133449 53061 38537 26651 146244 
4=BEMIDJI 849354 154123 43310 75652 34628 227842 
5=NAVAJO 297228 54040 92109 20412 240 0 
6=CALIFORNIA · 1365102 272876 122087 114265 20553 506640 
7=POOENIX 157025 21979 14466 5976 8790 134171 
8=ALBUQUEROOE · 1258340 198407 120125 107340 4031 174641 
9=0I<I.AH<:lv1A CITY · 1067197 202591 40436 66439 22316 328312 
10=IHS/'I'UCSCN 166209 16019 1836 42608 70 35052 
ll=PORTIAND · 1759680 323845 99582 122997 23093 288195 
~ 12~LLE 869847 179391 23404 70773 24261 74126 
IRS 
INDIRECT 
Q)STS 
2283820 
327448 
107294 
91543 
49560 
471515 
34797 
203982 
130060 
38895
 
534597
 
294129
 
IHS 
DIRECI' 'IUI'AL 
())ST COSTS 
15620847 17763576 
2146385 2473833 
1170431 1277725 
1384909 1476452 
464029 372498 
2401523 2873038 
342407 377204 
1862884 2066866 
1727291 1857351 
261794 300689 
2617392 3151989 
1241802 1535931 
TABLE 3 
SlIM\RY OF srm INroIM\TICB BY IRS AREAS 
PER cmr OF PROJEC!'S HAVING CCMPONENT 
HALFWAY our AFTER SCHCX>L CCM1UNITY DROP our 
AREA PROGRAMS DE'roX PRJ' HOUSE PATIENI' CARE PREVEN PREVEN IN REACH 
AIL 151 0.07 0.24 0.15 0.56 0.20 0.04 0.25 0.05 0.28 
1=ABERDEEN 18 0.00 0.44 0.22 0.17 0.00 0.06 0.22 0.00 0.11 
3=BILLINGS 10 0.60 0.50 0.40 0.60 0.10 0.00 0.50 0.00 0.20 
4=BEMIDJI 23 0.00 0.04 0.22 0.22 0.22 0.04 0.22 0.13 0.70 
5=NAVAJO 7 0.14 0.29 0.00 1.00 0.43 0.00 0.14 0.00 0.57 
6=CALIFDRN 14 0.00 0.64 0.07 0.57 0.21 0.00 0.00 0.14 0.36 
7=PIDENIX 7 0.14 0.29 0.00 0.43 0.14 0.00 0.00 0.00 0.00 
8=ALBUQUERQ 14 0.07 0.07 0.14 0.93 0.00 0.07 0.14 0.00 0.29 
9=OKIAHCMA 13 0.00 0.23 0.38 0.38 0.00 0.08 0.00 0.00 0.15 
<..oJ 
<..oJ lo=rtJCSON 1 0.00 1.00 0.00 1.00 0.00 0.00 0.00 0.00 0.00 
11=PORI'IAND 30 0.03 0.13 0.00 0.80 0.57 0.07 0.30 0.07 0.13 
12=NASHVILLE 14 0.00 0.07 0.07 0.64 0.00 0.00 0.86 0.00 0.29 
MEAN MJNI'HS MEAN a::>sTS 
AREA PROORAMS OF IHS FUNDING CURRENT lABOR FRINGE 
aNI'RAcr BENEFITS 
AIL 151 50.18 9.00 $ 69,663 $ 12,528.50 
1=ABERDEEN 18 57.27 7.44 73,873 12,351.80 
3=BILLINGS 10 54.57 9.75 77,249 13,344.90 
4=BEMIDJI 23 42.76 6.76 44,703 8,111.70 
5=NAVAJO 7 45.00 5.00 74,307 13,510.00 
6=CALIFORN 14 46.00 9.29 97,507 19,491.10 
7=FK>ENIX 7 52.50 11.40 31,405 4,395.80 
8=ALBUQUERQ 14 60.64 14.64 89,881 14,171.90 
9=OKI.AfICl.1A 13 59.77 8.31 82,092 15,583.90 
l0=rucs0N 1 60.00 12.00 166,209 16,019.00 
11=PORI'IAND 30 46.10 10.00 58,656 10,794.80 
12=NASHVILLE 14 43.57 6.64 62,132 12,813.60 
TABLE 4 
&UH\RY (F SITE INFOIM\TICN BY ms ARFAS 
AREA PROOAAMS MATERIAlS 
MEAN 
TRAVEL 
COSTS 
mNSULTANI'S OI'HER DIREcr 
w 
~ 
ALL 
l=ABERDEEN 
3=BILLINGS 
4=BEMIDJI 
5=NAVAJO 
6=CALlFORN 
7=POOENIX 
8=ALBUQUERQ 
9=0I<I.AHCl>1A 
1()::::!I'lJCS() 
l1=roRI'IAND 
12=NASHVIILE 
151 
18 
10 
23 
7 
14 
7 
14 
13 
1 
30 
14 
$ 5,098.50 
6,309.70 
5,306.10 
2,279.50 
23,027.30 
8,720.50 
2,893.20 
8,580.40 
3,110.50 
1,836.00 
3,319.40 
1,671.70 
$ 5,363.40 
5,366.70 
3,853.70 
3,981. 70 
5,103.00 
8,161.80 
1, 195.20 
7,667.10 
5,110.70 
42,608.00 
4,099.90 
5,055.20 
$ 1,259.73 
791.61 
2,665.10 
1,822.53 
60.00 
1,468.07 
1,758.00 
287.93 
1,716.62 
70.00 
769.77 
1,732.93 
$ 16,092.60 
20,551.10 
14,624.40 
11,991.70 
0.00 
36,188.60 
26,834.20 
12,474.40 
25,254.80 
35,052.00 
9,606.50 
5,294.70 
AREA PROGRAMS 
MEAN 
INDIRECI' 
IHS OOSTS 
DIRECT 'lUrAL 
AVERAGE NUMBER 
OF CCMPOOENI'S 
PER SITE 
ALL 
1=ABERDEEN 
3=BILLIIDS 
4=BEMIDJI 
5=NAVAJO 
6=CALIFORN 
7=POOENIX 
8=ALBUOOERQ 
9=OKU\HCMA 
l0=rtJCS0N 
11=roRI'IAND 
12=NASHVIILE 
151 
18 
10 
23 
7 
14 
7 
14 
13 
1 
30 
14 
$ 16,197.30 
18,191.60 
10,729.40 
4,818.10 
16,520.00 
33,679.60 
6,959.40 
14,570.10 
10,004.60 
38,895.00 
17,819.90 
21,009.20 
$ 110,006 
119,244 
117,043 
72,890 
116,007 
171,537 
68,481 
133,063 
132,869 
261,794 
87,246 
88,700 
$ 125,983 
137,435 
127,773 
77,708 
124,166 
205,217 
75,441 
147,633 
142,873 
300,689 
105,066 
109,709 
1.83444 
1.22222 
2.90000 
1.78261 
2.57143 
2.00000 
1.00000 
1.71429 
1. 23077 
2.00000 
2.10000 
1.92857 
TABLE 5 
STAFF IJKX;RAm!CS BY ARFA AND GlHER 
NATIVE AVERAGE EDUCATIONAL* 
AREA GENDER srAFF INDIAN SPEAKERS AGE-YRS LEVEL 
AIL 00l'H 801 88% 46% 41.18 4.02 
ALL F 388 87 44 40.31 3.95
 
ALL M 413 89 47 42.00 4.09
 
1 108 96 53 39.83 3.59 
3 77 92 43 42.64 3.63 
4 81 84 26 43.79 3.40 
5 77 100 97 35.29 3.24 
6 90 89 33 43.06 4.01 
7 29 83 48 37.75 4.31 
8 83 78 60 40.16 4.31 
9 78 90 33 41.70 4.44 
10 15 100 87 37.31 3.71 
11 92 84 16 42.90 4.74 
12 71 75 43 43.24 4.89 
1 F 52 94 56 38.08 3.54 
1 M 56 98 51 41.48 3.64 
3 F 40 90 32 40.51 3.21 
3 M 37 95 54 44.89 4.08 
4 F 34 74 15 42.82 3.68 
4 M 47 91 34 44.50 3.19 
5 F 34 100 97 34.97 3.35 
5 M 43 100 98 35.53 3.14 
6 F 36 92 31 43.66 3.83 
6 M 54 87 34 42.67 4.13 
7 F 11 100 73 36.27 4.00 
7 M 18 72 33 38.71 4.50 
8 F 46 72 57 39.62 4.07 
8 M 37 86 65 40.81 4.62 
9 F 38 95 29 40.27 4.14 
9 M 40 85 38 43.05 4.72 
10 F 9 100 78 34.75 3.33 
10 M 6 100 100 41.40 4.40 
11 F 46 83 17 41.91 4.54 
11 M 46 85 16 43.89 4.93 
12 F 42 76 43 43.50 5.10 
12 M 29 72 43 42.86 4.59 
*	 1 = Less than 12th grade: 2 =GED: 3 =HS Grad: 4 = Some College: 5 = JUCO Grad 
or 2 yrs college: 6 = More than two years college: 7 = Bachelors Degree: 
8 = Masters Degree: 9 = Doctorate 
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TABLE 6
 
STAFF IJHX;RApff[<S BY ARFA AND Q1iJIER
 
PERSONAL EXPERIENCE WIlli ALQ)HOLISM 
AREA GENDER NEVER 5 YRS 3 YRS lYR 6~ YES 
AOO AOO AOO AOO 
AIL oom 40% 33 % 11% 10 % 03 % 03 % 
ALL F 61 19 09 06 03 02 
ALL M 20 46 14 13 03 04 
1 29 22 27 15 00 07 
3 29 36 09 16 06 04 
4 26 57 07 06 02 01 
5 42 22 10 16 06 04 
6 38 34 11 09 02 06 
7 48 21 14 07 07 03 
8 52 31 04 07 04 01 
9 47 32 09 05 03 01 
10 20 40 20 13 00 07 
11 . 39 38 09 09 03 02 
12 62 24 06 07 01 00 
1 F 46 12 27 10 00 06 
1 M 13 32 27 20 00 09 
3 F 47 27 02 13 07 02 
3 M 08 46 16 19 05 05 
4 F 44 41 06 03 03 03 
4 M 13 68 09 09 02 00 
5 F 74 09 06 09 03 00 
5 M 16 33 14 21 09 07 
6 F 67 25 00 03 03 03 
6 M 19 41 19 13 02 07 
7 F 73 18 09 00 00 00 
7 M 33 22 17 11 11 06 
8 F 70 15 04 04 04 00 
8 M 30 51 03 11 03 03 
9 F 74 11 05 05 03 00 
9 M 22 52 13 05 02 02 
10 F 33 22 33 00 00 11 
10 M 00 67 00 33 00 00 
11 F 59 17 11 07 04 02 
11 M 20 59 07 11 02 02 
12 F 74 17 02 07 00 00 
12 M 45 34 10 07 03 00 
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TABLE 7 
STAFF IEM:X;RAPH[CS BY AREA .AND <DIER 
PERSONAL EXPERIENCE WITH DRUG ABUSE 
ARPA GENDER NEVER 5 YRS 3 YRS lYR 6MJ YES 
AOO AOO AOO AOO 
ALL oom 82% 10 % 04% 02% 01 % 00% 
ALL 'F 88 06 03 02 01 00 
ALL M 75 15 04 03 02 01 
1 81 05 09 04 00 01 
3 81 09 05 03 03 00 
4 75 15 04 06 00 00 
5 79 13 03 04 01 00 
6 80 11 02 01 03 02 
7 86 10 03 00 00 00 
8 84 11 00 02 02 00 
9 87 09 03 01 00 00 
10 93 07 00 00 00 00 
11 73 17 04 01 03 01 
12 92 03 03 01 01 00 
1 F 88 02 10 00 00 00 
1 M 75 07 09 07 00 02 
3 F 85 05 02 05 02 00 
3 M 76 14 08 00 03 00 
4 F 74 18 06 03 00 00 
4 
.M 77 13 02 09 00 00 
5 F 94 03 00 03 00 00 
5 M 67 21 05 05 02 00 
6 F 83 11 00 00 03 03 
6 M 78 11 04 02 04 02 
7 F 00 00 00 00 00 00 
7 M 78 17 06 00 00 00 
8 F 91 04 00 02 02 00 
8 M 76 19 00 03 03 00 
9 
9 
F 
M 
97 
77 
00 
17 
00 
05 
03 
00 
00 
00 
00 
00 
10 F 89 11 00 00 00 00 
10 M 00 00 00 00 00 00 
11 F 78 11 07 02 02 00 
11 M 67 24 02 00 04 02 
12 F 98 00 02 00 00 00 
12 M 83 07 03 03 03 00 
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TABLE ~ 
STAFF IJH:X;RApftIQi BY AREA AND GF:N!ER 
ANNUAL AVERAGE HOURS MCNI'HS MOOTHS IDURS 
AREA GENDER SAlARY WORK/WEEK EMPLOYED EXPERIENCE TRAININ3 
AIL AIL 12658.78 40.19 31.42 58.80 130.84 
AIL F 11926.20 39.09 29.84 46.95 141.19 
AIL M 13334.16 41.22 32.91 69.72 121.19 
1 11754.82 39.% 33.70 44.00 87.37 
3 11803.87 39.57 36.45 56.09 161.87 
4 13073.17 38.62 38.65 81.58 239.60 
5 10777.36 40.95 25.61 40.71 67.85 
6 12965.36 41.97 24.02 63.99 76.88 
7 13868.07 39.79 23.86 48.56 94.70 
8 12259.55 39.83 26.66 64.99 74.06 
9 13027.42 41.13 45.35 56.10 86.14 
10 10326.77 40.00 55.00 76.78 21.29 
11 14076.72 40.21 26.01 59.12 140.83 
12 14269.99 39.52 25.28 70.11 310.13 
1 F 11170.35 38.60 31.06 34.90 81.04 
1 M 12264.89 41.18 36.11 52.44 93.34 
3 F 11182.82 37.64 24.47 31.19 144.51 
3 M 12407.17 41.59 49.46 81.00 181.33 
4 F 12100.70 38.79 41.66 67.67 302.00 
4 M 13819.49 38.49 36.51 91.28 192.80 
5 F 9990.94 41.53 32.76 32.00 76.32 
5 M 11445.82 40.46 19.85 47.76 61.44 
6 F 12144.00 41.81 37.55 58.53 117.00 
6 M 13497.72 42.08 15.60 67.63 51.42 
7 F 12294.00 41.36 24.18 39.50 113.50 
7 M 14886.59 38.83 23.67 53.88 83.65 
8 F 12179.52 39.20 26.31 59.31 68.96 
8 M 12357.36 40.62 27.12 71.89 80.44 
9 F 12301.24 40.05 35.55 44.14 43.71 
9 M 13753.61 42.15 54.65 67.17 127.49 
10 F 9866.88 40.00 18.14 64.50 30.25 
10 M 11062.60 40.00 106.60 86.60 9.33 
11 F 12590.00 37.07 25.14 51.24 179.76 
11 M 15464.33 43.42 26.89 67.18 104.49 
12 F 13801.21 37.40 22.28 47.45 306.07 
12 M 14900.41 42.59 29.96 102.93 316.00 
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TABLE 9 
PRIORITY OF ~ NEEIE OF S1'AFF BY Im ARFA 
AREA STAFF 
NO TRAINING 
NEEDED 
Q)UNSELING TECHNICUES 
INDIVIDUAL GROUP 
M:1I'IVATION 
muNSELING 
FAMILY 
CCXJNSELING 
AIL 805 02 % 12 % 07 % 05 % 04% 
w 
\,0 
l:ABERDEEN 
3=BIILINGS 
4=BEMIDJI 
5::NAVAJO 
6=CALIFORNIA 
7=PH:>ENIX 
8=ALBUQUERQUE 
9=OI<I.AHCMA CITY 
lO=TUCSCN 
11=PORI'IAND 
12=NASHVIUE 
108 
78 
81 
78 
90 
29 
84 
78 
15 
92 
71 
05 
00 
04 
00 
04 
00 
00 
05 
00 
03 
01 
28 
12 
09 
08 
08 
00 
11 
08 
00 
12 
13 
03 
10 
05 
03 
13 
03 
05 
09 
20 
07 
06 
00 
08 
10 
15 
10 
07 
00 
01 
00 
03 
00 
03 
03 
04 
00 
03 
07 
07 
04 
07 
08 
06 
ARPA 
PSYCHOIOOICAL 
TESTING 
TRFA'lMENI' 
PIANNING 
CASE 
MANAGEMmI' 
PREVENI'ION 
PROORAMMING 
PROJEcr STAFF 
STRESS/BURNDUr 
pROJECr 
MANAGEMmI' 
AIL 03 % 04% 10 % 06% 04% 14 % 
l:ABERDEEN 
3=BIILINGS 
4=BEMIDJI 
5::NAVAJO 
6=CALIFORNIA 
7=PHOENIX 
8=ALBUQUEROOE 
9=OI<LI\HCMA CITY 
l0=rtJCS0N 
11=PORTIAND 
12=NASHVILLE 
03 
01 
02 
01 
00 
00 
05 
01 
13 
07 
03 
02 
04 
02 
09 
06 
10 
01 
03 
00 
04 
04 
01 
10 
15 
28 
09 
00 
11 
10 
00 
11 
08 
04 
04 
04 
03 
03 
10 
07 
05 
07 
08 
20 
01 
04 
04 
06 
04 
00 
06 
06 
13 
01 
03 
10 
13 
22 
03 
14 
14 
25 
24 
07 
04 
17 
TABLE 10 
PRIORITY OF 'l'RAINDl3 NEEIE OF STAFF BY IHS .ARFA 
AREA 
AIL 
1==ABERDEEN 
3=BILLINGS 
4=BEMIDJI 
5=NAVAJO 
6=CALIFORNIA 
7=PHOENIX 
8=ALBUQUERQUE 
9::()KI.AHa1A CITY 
lo=rtJCSON 
~ l1=PORrIAND 
o 12=NASlNILLE 
EMERGENCY 
MEDIC TRIMI' 
05 % 
10 
03 
02 
01 
02 
14 
04 
10 
00 
03 
01 
TAKING
 
VITAL SIGNS
 
01 % 
01 
03 
00 
00 
00 
00 
00 
01 
00 
01 
00 
ALCOHOL ED 
INSTRUCIDR TRNG 
04% 
10 
01 
02 
08 
04 
03 
04 
03 
00 
03 
03 
r:wr ED 
INSTR TRNG 
02 % 
01 
03 
00 
04 
03 
03 
01 
01 
07 
01 
00 
CYI'HER 
12 % 
10 
15 
11 
10 
07 
21 
14 
06 
07 
16 
15 
MISSING 
05 % 
09 
08 
04 
01 
08 
07 
00 
01 
20 
08 
00 
TABLE 11 
STAFF 'I'Rl'\ND!I; NEEm BY lEVEL OF 'l'RAJ:N:(M; RIUJIRED 
PRIORITY TRAINING NEED 
NUMBER OF 
STAFF LO 
PERCENI'AGE OF STAFF BY 
TRAINING LEVEL NEEDED * 
L1 L2 L3 IA L5 1.6 
MISS 
DATA 
AIL . 764 2% 9% 29% 20% 21% 13% 3% 2% 
+=0 
..... 
No Additional Training Needed 
Individual Counseling Techniques 
Group Counseling Techniques 
Motivation Counseling 
Family Counseling 
Psychological Testing 
Treatment Planning 
Case Management 
Prevention Prograrnning 
Project Staff Stress/Burnout 
Project Management 
Fmergency Medical Treatment 
Taking Vital Signs 
Alcohol Education Instructor Training 
r:wr Education Instructor Training 
Other 
20 
94 
54 
41 
34 
22 
32 
84 
50 
31 
115 
37 
5 
35 
14 
96 
80 
a 
a 
a 
a 
a 
a 
a 
2 
3 
1 
a 
a 
a 
a 
a 
20 
13 
19 
12 
6 
5 
3 
12 
8 
3 
4 
8 
a 
6 
7 
11 
a 
38 
24 
22 
26 
a 
41 
37 
22 
29 
28 
51 
40 
23 
50 
27 
a 
7 
35 
46 
32 
23 
16 
12 
34 
26 
22 
14 
a 
14 
14 
15 
a 
24 
11 
12 
15 
32 
31 
27 
12 
23 
23 
16 
40 
31 
14 
18 
a 
10 
11 
5 
21 
36 
3 
6 
18 
3 
21 
5 
20 
23 
7 
17 
a 
6 
a 
a 
a 
5 
a 
6 
a 
a 
1 
5 
a 
a 
7 
10 
a 
1 
a 
2 
a 
a 
6 
a 
4 
13 
a 
a 
a 
3 
a 
2 
* TRAINING LEVEL NEEDED: 
LO =No Additional Training 
L1 = On-the-job Training 
L2 = 1-2 day workshop 
L3 
L4 
L5 
= Professional Conference 
= 1-5 week course 
= College coursework 
1.6 =Other 
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RESULTS AND DISCUSSION
 
APPROPRIATENESS
 
The evaluation sought comments from individuals in the community who have 
knowledge of the local alcohol and drug abuse program. Up to five individuals 
(medical personnel, social or human service worker, law enforcement official, 
tribal representative, and program client) were asked five questions about the 
program. The questions regarded whether or not, in the opinion of the 
respondent: 
(1)	 the 10 cal pro gram was he 1pin g tomeet the nee ds 0 f the 10 cal 
community, 
(2)	 the respondent woul d refer a relative or friend with a substance 
abuse problem to the local program, 
(3)	 the local program was helping alcoholics and/or addicts of the 
community to recover, 
(4)	 the staff of the local program was adequately qualified and trained 
to perform the services required in the program, 
(5)	 the local program should be changed to meet some other need. 
An appropriateness score for each question was derived by averaging the 
answers from each respondent. The scores are presented as a proportion of the 
respondents indicating agreement with the item. which was a measure of the 
extent of community consensus on the appropriateness of services. Item 5 was 
recoded no=1, yes=O for consi stency. A hi gher score refl ects greater 
communi ty consensus on the appropri ateness of servi ces than a lower score. 
The scores for each item were averaged to produce a mean appropriateness score 
for each program. The i ndi vi dua 1 i tern scores and the mean appropri ateness 
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scores were analyzed by IHS area and at the national level. The results are 
presented in Table 12. 
Overall, 705 individuals provided information about the appropriateness 
of the Indian alcohol program operating in their community. The distribution 
of respondents by IHS area is shown in Table 12. 
In Table 12, the national figures reflect fairly high community consensus 
that programs are hel ping to meet community needs (89% agreed), these 
individuals would refer others to the program (91% agreed), the programs are 
hel ping substance abusers recover (87% agreed), and that program staff are 
adequately trained (76% agreed). Less consensus was reported on whether 
program changes were needed. Just slightly more than half of the respondents 
(53%) felt that no changes in the programs were needed. The Navajo area 
reported the least percentage of respondents indicating no changes were needed 
(24%); in other words, 76% of the 34 respondents indicated that they felt the 
program should be changed to meet some other need. The California area had the 
fewest respondents who felt changes were needed in the programs (32%). 
Overall, 79% of the responses were in agreement with the appropriateness 
items. The programs in the Navajo area received the lowest overall 
appropriateness scores. Aberdeen was 10 points below the national mean. 
Al buquerque was near the national mean. All other areas scored above the 
national mean. Tucson scored the highest, but the mean score was based on 
five respondents desccribing a single program. California and Phoenix also 
scored high (87% and 86% respectively). 
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TABLE 12 
NATIOOAL REPORT IDS AIaHJL PROGRAM EVAUlM'ICE 
~ OF SERVICES sroRE 
00 
NUMBER OF MEEI'ING REFER HELPS QUALIFIED CHANGES MFAN 
IHSARFA RESroNDENTS NEEDS KIN/FRIEND RECOVERY srAFF NEEDED SCORE 
AIL 705 0.89 0.91 0.B7 0.76 0.53 0.79 
ABERDEEN 89 0.78 0.85 0.81 0.56 0.47 0.69 
BILLINGS 51 0.93 0.93 0.82 0.79 0.56 0.81 
BFMIDJI 95 0.88 0.93 0.86 0.82 0.56 0.81 
NAVAJO 34 0.59 0.82 0.68 0.41 0.24 0.55 
CALIFDRNIA 70 0.95 0.92 0.95 0.82 0.68 0.87 
PHJEN!X 20 l.00 l.00 0.89 0.95 0.45 0.86 
~ ALBUOOERaJE 71 0.90 0.88 0.85 0.78 0.39 0.76 
0\ OKLAHCMA CITY 65 0.92 0.92 0.83 0.79 0.64 0.82 
IHS/TtXSON 5 l.00 l.00 l.00 l.00 0.60 0.92 
PORTIAND 135 0.96 0.93 0.94 0.84 0.55 0.84 
NASHVIILE 70 0.91 0.94 0.91 0.78 0.55 0.82 
DETOX 
Detoxification Units (detox) are facil ities where individual s who are 
under the influence of alcohol and at high risk to physical or emotional 
damage as a result of withdrawal are admitted for the purposes of undergoing 
withdrawal. Staff in these facilities are trained to monitor the physical and 
emotional status of the individuals during withdrawal, identify withdrawal 
symptoms that are potentially 1He threatening and make appropriate medical 
referrals, and provide motivational counseling to facilitate the problem 
drinker entry into a treatment program for behavior change and the development 
of life skills. This service is not designed for those individuals who have 
concurrent health problems which require immediate attention. 
There were 10 detox components reported by the 151 programs. The 
eval uation included all 10 of the detox components. Bill ings area had 6 
programs with detox components. Navajo, Phoeni x, Albuquerque, and Portland 
areas had one program each with a detox component. A total of 271 detox 
client records were reviewed by the IHS evaluators. 
ADEQUACY. Table 13 contains summary information on direct services 
within the detox component. The percentage of clients receiving a particular 
service is presented at the national and area level by overall mean 
percentage; percent positive, and by individual direct service item. 
Overall, at the national level including all programs in all IHS areas, 56% 
of the direct service items were scored as positive. This finding indicates 
that the review of the 271 detox client records revealed that across all areas 
an average of 56% of the direct services specified for the detox component had 
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been delivered to the detox clients. The mean percent positive responses to 
the specified direct service items varied by IHS area. The Navajo area had 
the lowest percentage. Its detox components provided an average of only 9% of 
the specified direct services. Albuquerque also had a low percentage (29%). 
Portland, on the other hand, provided almost all (93%) of the specified 
services to their clients. Figure 3 illustrates the distribution of the mean 
percentage of positive responses to the direct service items, by IHS area and 
national average. The percentage indicates the average percentage of the 
specified direct services delivered to detox clients by detox components in 
each area. 
Table 13 also shows the results for the individual direct service items 
for the detox components. The area mean percentage pos i t i ve (or score) for 
each of the individual items may be compared to the national mean percentage 
positive. At the national level, a majority of clients received medical 
screening (77%). However, the area data indicate that none of the detox 
cl ients in the Navajo area received this direct service. At the national 
level, a majority of the clients received medical treatment (56%), 
motivational counseling (69%), and had their nutritional needs met (86%). The 
Portland area detox program consistently provided the specified observation of 
clients while in detox; the detox in the Phoenix area prOVided this service in 
50% of the cases reviewed. 
Program adequacy data is presented in Tab 1e 13 a1so. Fi gure 4 
illustrates the distribution by IHS area and national average. National 
scores on program adequacy items and the overall score reflect a high level of 
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adequacy among detox components (1.50). Navajo and Albuquerque areas had the 
lowest scores (.67) on program adequacy; Phoeni x and Portl and met program 
conditions throughout all of FY 1984. 
EFFECTIVENESS. Two items were used to assess effectiveness: the number 
of times a client had been admitted to the detox component and the number of 
clients in the sample who were referred and admitted to another component. 
The number of times in detox was averaged across all clients within an area. 
The number of clients referred and admitted was averaged across programs 
within an area and converted to a percentage. In general, a larger percentage 
of referred and admitted clients reflects greater effectiveness. 
Table 13 shows that the national referral rate was 41%, with percentages 
ranging from 0% (Navajo) to 51% (Billings). Referral rate also can be viewed 
in relation to the average number of times a client is admitted. Fewer repeat 
admissions and_a higher referral rate suggests that clients were being treated 
with fewer admissions before referral to the next level of treatment was 
appropriate. The Navajo and Phoenix areas reported a below average number of 
repeat admissions but were fail ing to move many cl ients through their detox 
programs. Figure 3 plots the referral and admission rate as a percentage of 
clients served along with the percentage of specified direct services provided 
to the c1i ents. 
EFFICIENCY. Table 14 contains information pertinent to assessing a 
component's efficiency. Based on available data, Table 14 also shows that the 
average cost allocated to detox components by the 10 programs was $135,518. 
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IHS provided 83% of the funding, the Tribes provided 4%, and all other sources 
accounted for 13% of the funding. At the national level, the detox components 
had an average staff of 6.7 persons. Portl and area had the 1argest staff 
(11.5) while Phoenix and Albuquerque area programs basically had a one person 
staff. Navajo had a rel atively 1arge staff (7.5) persons suppl emented with 
5.33 volunteers, the 1argest number reported. 
Cost per client and cost per admission figures demonstrate a wide range 
of costs across the areas. The national average for cost per client was 
$2,078.56; cost per admission was $862.09. The Albuquerque area had the 
lowest cost per client ($287.43), but also had a low direct services score. 
The Navajo area had the lowest cost per admission ($59.27) but they did not 
refer any clients and provided the clients very few of the specified direct 
services, even though they had the largest number of personnel. Portland area 
programs appear to be the most cost efficient. Costs per client and admission 
were much below the national average yet their referral rate was one of the 
highest, and adequacy scores were comparably high also. The Phoenix area 
demonstrated hi gh adequacy and moderate effecti veness but their costs were 
considerably higher than Portland's costs. The number of clients and 
admissions per staff also demonstrated wide variability across the areas. The 
Billings area had the smallest ratio of clients (16.68) and admissions (59.94) 
to staff, which perhaps helps to account for their above average client and 
admissions costs. Portland had client and admission to staff ratios close to 
the national average figures. 
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EVALUATION QUESTIONS 
DETOX COMPONENT 
ADEQUACY Of DIRECT SERVICES PROVIDED TO CLIENTS BY PROJECT COMPONENT STAFF 
THE SAMPLE OF CLIENT RECORDS FOR THE DETOX COMPONENT MAY BE TAKEN FROM 
INACTIVE CLIENT RECORDS ONLY. 
Which of the client records in the sample contain evidence that each of 
the following specific services were provided to the client by the Detox Unit 
staff during the period from June 1, 1983, to May 31, 1984? 
1.	 The client received medical screening upon admission to the Detox Unit. 
2.	 The client was observed every 15 minutes for first 24 hours in the Detox 
Unit. 
3.	 The client's vital signs were taken every 4 hours while in the Detox 
Unit. 
4.	 The client received medical treatment as needed, including treatment 
prescribed by standing orders. 
5.	 The client received at least 1 hour of motivational counseling per 
admission to the Detox Unit. 
6.	 The cl i ent was referred to other substance abuse treatment programs or 
facil iti es. 
7.	 The cl ient's nutritional needs were met adequately while in the Detox 
Unit. 
8.	 From the Detox Unit Component records, determine the total number of 
times that each client has been served by the Detox Unit between June 1, 
1983, and May 31, 1984. 
9.	 Determine whether or not the cl ient was referred by the Detox Unit and 
admitted to some other substance abuse treatment program such as a PRT, 
Half-Way House, Out-Patient Care, Training, etc. 
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EVAlUATION QUESTIONS 
DETOX COMPONENT 
ADEQUACY OF OVERAlL OPERATION OF THE PROklECT COMPONENT 
To what extent of time during the period between June 1, 1983, and May 31, 
1984, is there documentation showing that the following conditions existed in 
the Detox Unit? 
CIRCLE ONLY ONE 
NONE PART ALL 
012 
10.	 The Detox Unit duty log indicates that the written service protocol or 
standard operating procedures were properly followed. 
11.	 The Detox Unit was adequately staffed with qualified and trained person­
nel capable of taking vital signs and certified to administer CPR. 
12.	 An individual, identified physician was on call at all times. 
13.	 The physical plant met certification requirements of the appropriate 
governmental uni~ 
14.	 The Detox Uni t staff control s access to the medi ci ne cabi net and shall 
ensure medication is available to client according to physician's pres­
criptions. 
15.	 All equipment and rooms used for taking vital signs, blood pressure, 
temperature, and providing oxygen are clean and in proper working order. 
STATISTICAL DATA FROM PROJECT RECORDS 
Collect the following statistics directly from the original project records 
for the period of June 1, 1983, to May 31 1984. 
TOTAL COST OF ONE YEAR OF OPERATION OF THE DETOX	 COMPONENT: 
OTHER 
IHS TRIBE STATE &FEDERAL TOTAL 
DIRECT COST 
INDIRECT COSTS 
TOTAL COSTS 
Number of (FTE) PAID staff members in the Detox Unit 
Number of changes in staff in the Detox Unit this period 
Number of volunteers working in the Detox Unit this period 
Total different individual clients served by the Unit 
Total number of admissions to the Detox Unit during the

period (including repeated contacts with the same person)
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TABLE 13 
NATI<EAL REPORT IRS AL<XHJL :PHJGRAM EVAUlM'ICN 
~: IEroX 
RESPONSE StmARY TABLES 
StM1ARY OF DrREel' SERVICES 
AREA CLIENTS 
SCREEN 
100 
OBSERV 
ATION 
VITAL 
SIGNS 
MEDIC 
TRIMNT 
COONSEL 
ING 
REFER 
RAL 
NU1'RI 
TION 
PERCENI' 
FQSITIVE 
TIMES 
ArMITI'ED 
REFERRED & 
ArMITI'ED 
AIL 271 0.77 0.24 0.41 0.56 0.69 0.41 0.86 56 2.42 0.41 
(J'l 
w 
3=BILLINGS 
5=NAVAJO 
7=PHOENIX 
8=l\LBUQUERQUE 
11=PORI'IAND 
151 
30 
30 
30 
30 
0.86 
0.00 
1.00 
0.80 
1.00 
0.13 
0.00 
0.50 
0.03 
1.00 
0.41 
0.00 
0.63 
0.00 
1.00 
0.60 
0.00 
1.00 
0.03 
1.00 
0.81 
0.10 
1.00 
0.00 
1.00 
0.50 
0.07 
0.27 
0.33 
0.53 
0.90 
0.47 
1.00 
0.80 
0.97 
60 
09 
77 
29 
93 
2.93 
1.57 
1.03 
1.80 
2.70 
0.51 
0.00 
0.30 
0.40 
0.48 
PmGRAM AJFJ;1.JN:'f SlIH\RY 
AREA PROGAAMS 
WRITI'EN 
PROCEOORES 
QUALIFIED 
PERSONNEL 
PHYSICIAN 
CN CAIL 
PHYSICAL 
PIANT 
MEDICATICN 
(x)NI'ROL 
EC,UIP 
MENT SCORE 
AIL 10 1.50 1.30 1.40 1.70 1.80 1.30 1.50 
3=BILLINGS 
5=NAVAJO 
7=PHOENIX 
8=ALBUQUERQUE 
l1=PORI'IAND 
6 
I 
I 
1 
I 
1.67 
1.00 
2.00 
0.00 
2.00 
1.33 
1.00 
2.00 
0.00 
2.00 
1.50 
1.00 
2.00 
0.00 
2.00 
1.83 
1.00 
2.00 
1.00 
2.00 
2.00 
0.00 
2.00 
2.00 
2.00 
1.33 
0.00 
2.00 
1.00 
2.00 
1.61 
0.67 
2.00 
0.67 
2.00 
SCALE: o = 
I = 
2 = 
No rocumentation Of Existence Of Positive Condition 
Positive Condition DocuIrented Part Of The Time 
Positive Condition DocuIrented All Of The Time 
TABLE 14 
N1\TICH\L REI.'URl' 1m AUXHlL I'RXmAM EVAIIJm'ICE 
mrox STATISTIa> SUMMARY 
IHS COST 
AREA PROGRAMS DIRECI' INDlRECI' 'roI'AL TRIBE OI'HER 
ML 10 86471.50 11728.90 98200.40 12378.70 24939.80 
3=BILLINGS 
5=NAVAJO 
7=PHOENIX 
8=ALBUQUERCUE 
l1=PORTIAND 
6 
1 
1 
1 
1 
85785.00 
141091.00 
101891.00 
20117.00 
86906.00 
13380.00 
0.00 
0.00 
2247.00 
34762.00 
99165.00 
141091.00 
101891.00 
22364.00 
121668.00 
20071. 17 
0.00 
0.00 
0.00 
3360.00 
24513.50 
19995.00 
0.00 
1493.00 
80829.00 
l.J'l 
.;:. 
ARPA 'IUI'AL cnsT % IHS % TRIBE %OI'HER srAFF srAFF CHANGES VOLUNrEERS 
AIL 
3=BILLINGS 
5=NAVAJO 
7=PHOENIX 
8=ALBUaJERCUE 
11=PORTlAND 
135,518.90 
143,749.67 
161,086.00 
101,891.00 
23,857.00 
205,857.00 
0.83 
0.81 
0.88 
1.00 
0.94 
0.59 
0.04 
0.06 
0.00 
0.00 
0.00 
0.02 
0.13 
0.12 
0.12 
0.00 
0.06 
0.39 
6.71 
7.50 
8.50 
1.00 
1.10 
11.50 
1.84 
2.17 
3.00 
0.00 
0.45 
2.00 
3.30 
5.33 
0.00 
0.00 
0.00 
1.00 
AREA 
INDIVlOOAlS 
SERVED 
'roI'AL 
CCtilTAcr8 
CLIENI'S 
PER srAFF 
ADMISSICNS 
PER srAFF 
COST PER 
CLIENT 
COST PER 
ArMISSION 
AIL 
3=BILLINGS 
5=NAVAJO 
7=PHJENIX 
8=ALBUQUERQUE 
11=PORI'lAND 
154.70 
127.17 
148.00 
97.00 
83.00 
456.00 
592.00 
348.50 
2718.00 
110.00 
110.00 
891.00 
32.96 
16.68 
17.41 
97.00 
75.45 
39.65 
96.69 
59.94 
319.76 
110.00 
100.00 
77.48 
$ 2,078.56 
2,984.65 
1,088.42 
1,050.42 
287.43 
451.44 
$ 862.09 
1,197.91 
59.27 
926.28 
216.88 
231.04 
DETOX - DIRECT SERVICES 
with REFERRAL AND ADMISSION 
% SPECIFIED SERVICES DELIVERED 
DIRECT 100 
SERVICES 
90V72ZJ 
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PRIMARY RESIDENTIAl TREATMENT 
Primary Residential Treatment (PRT) is a non-medical, residential 
intensive treatment program designed to facilitate the rehabilitation of the 
substance abusive individual by placing the client in a highly structured 
therapeutic environment. The therapeutic environment of the PRT is a short 
term (generally 30 days), highly structured program including diagnostic 
services, individual and group counseling, alcohol education, psychological 
self-awareness, decision-making skills development and building self-esteem. 
The PRT provides group support sessions, and cultural, social and recreational 
programs within the therapeutic environment. 
There were 37 primary residential treatment (PRT) components reported by 
the 151 programs. The evaluation included all 37 of the PRT components. All 
eleven areas reported having at least one PRT. California area had 9 PRT1s, 
Aberdeen area had 8, Billings had 5, Portland had 4. The other areas reported 
3 or less PRT's. A total of 1,059 PRT cl ient records were reviewed by the 
IHS evaluators. The PRT was the major in-patient treatment component of the 
programs. 
ADEQUACY. Tables 15 and 16 present summary information on direct 
services at the national and area 1evel. Overall, mean percent positi ve 
direct service scores ranged from 60% (Nashville) to 83% (Albuquerque). The 
national average was 72% of the specified direct services delivered to PRT 
clients. Figure 5 illustrates the distribution of the mean percent positive 
direct service scores across the areas. The areas did not vary widely in the 
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mean percentage of direct services provided in the PRT components. 
Considering the individual PRT direct service items, the only service not 
received by a majority of clients across the nation was case staffing at 
initial admission (22%). Low percentages for treatment planning were 
reported in programs in the Bemidji (10%), Phoenix (18%), and Nashville (20%) 
areas while high percentages were found in the programs in Aberdeen (92%) and 
Oklahoma City (90%) areas. Nashville area programs were found to have low 
percentages in provi di ng structured acti vi ti es (7%) and counsel i ng services 
(20%) to the PRT clients. The Phoenix area programs did not provide clients 
with cultural activities as part of the PRT services. 
Table 17 contains program adequacy information. Area program adequacy 
scores varied from .67 (Nashville) and 1.16 (Navajo) to 2.00 (Albuquerque and 
Bemidji). The national average program adequacy score was 1.58 on the 
standard scale of 0 to 2 used to measure the extent of time the specified 
conditions existed in the program. Figure 6 illustrates the distribution of 
mean program adequacy scores across the IHS areas. 
EFFECTIYENESS. For the PRT, some speci a1 effecti veness measures were 
used in the evaluation. The evaluation considered the effectiveness of the 
PRT in terms of the relationships between direct services provided to PRT 
clients and treatment outcome measurements of the self-concept of the clients 
served and between direct services and the client's knowledge of the nature 
and effects of alcoholism as generally taught in PRT alcohol education 
classes. Table 15 summarizes information obtained on active clients in PRT: 
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(1) the number of days in PRT, (2) the number of prior times admitted to PRT 
during FY 1984, (3) the alcohol education test score, and (4) the Tennessee 
Sel f-Concept (counsel ing) score. The education score and counsel ing score 
were obtained for the sole purpose of assessing the outcomes of treatment and 
services provided by the program staff to the clients in terms of the expected 
effects of those treatments. It was expected that the effect of the 
treatment would be related to the quantity of time the staff had available to 
provide the treatment to the clients. Also, prior treatments, i.e., previous 
times in the PRT, was expected to be related to the outcomes of the current 
treatment. And, of course, the extent of the delivery of the specified direct 
services was expected to be related to the outcomes. Only active PRT clients 
were included in these measures of effectiveness. 
The length of counseling treatment in the PRT required for observable 
changes in sel f-concept of cl ients was expected to be far greater than the 
length of education services required for changes in the cl ients' level of 
knowledge of the nature and effects of alcoholism. Indeed, the retention of 
facts learned about alcoholism in the PRT was expected to decline with longer 
periods of time. Thus, long term treatment periods represented by repeat 
admissions to PRT were considered most relevant for producing effects on self­
concept while short term treatment periods represented by days in the PRT were 
considered for effects on level of knowledge of alcoholism facts taught in PRT 
alcohol education classes. 
Table 15 shows the mean days that active clients were in the PRT and the 
mean number of times the cl ient had been served by the PRT. The number of 
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active clients records with valid data for these items are reported as liN.' 
Based on 340 client records at the national level, the clients were in the PR 
for an average of 41.42 days. The number of days in the P,RT vari ed somewha t 
by area. The Phoenix and Tucson areas were found to have means of 
approximately 117 days and 103 days, respectively. California area had a mean 
of approximately 50 days. All the other areas were in the range of 
approximately 22 to 33 days. None of the client records reported from the 
Nashville area contained data on number of days in the PRT. 
Based on 317 active client records at the national level, the PRT clients 
had been previously served in a PRT 1.68 times. The largest mean times of 
prior PRT experience was found in the Billings area (3.31 times) while Bemidji 
(.7 times) and Oklahoma City (.59) reported the lowest mean times of prior PRT 
experience. 
The national mean education score was 20.60 for 240 active PRT cl ients. 
The national mean counseling score, total positive score on the Tennessee 
Self-concept Scale, was 308.58. for 255 active PRT clients. 
These education scores and the counseling scores were used as treatment 
outcome measures, dependent variables, in separate hierarchial model multiple 
regression/correlation analyses. The statistical analysis of the 
relationship between the counseling score and predictor variables is presented 
be low. The predi ctor vari ab 1es were entered into the equati on in the order 
presented. 
60 
HIERARCHIAL MULTIPLE REGRESSION/CORRELATION ANAlYSIS RESULTS
 
DEPENDENT VARIABLE: COUNSELING SCORE
 
PREDICTOR INCREMENT IN 
VARIABLE R2 EXPLAINED VARIANCE df MEAN N 
REPEATED 
ADMISSIONS 
TO PRT .0035 ns .0035 ns 1,234 1.45 236 
DIRECT SERVICE 
SCORE .0225 ns .0190 ns 2,233 .72 236 
INTERACTION 
OF ABOVE 
VARIABLES .0415 * .0190 * 3,232 
-----­
.0415 
* p < .05 (statistically significant) 
ns-p ~ .05 (statistically not significant) 
The results of the analysis show that there was a relationship between 
the counsel ing score, a measure of the cl ient's sel f-concept, and the 
interaction of the predictor variables: repeated admission to the PRT and 
direct service score of the PRT. The overall relationship was weak; it 
only explained 4% of the variance in the self-concept score. However, the 
finding that the PRT counseling treatment was related at all to a measure of 
the self-concept of clients is considered important because of the large 
number of factors external to the PRT that impact upon an individual's self­
concept. No single factor could be expected to explain large a percentage of 
variance in self-concept. Thus, the 4% of variance explained by the 
interaction of these two factors is important. 
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Individually, neither factor was significantly related to the counseling 
score. The two factors must be considered together to reveal the 
relationship. Figure 7 illustrates the relationship. The nature of the 
rel ationship between direct services and counsel ing score varies with the 
number of times that the client has been served in the PRT, the extent of long 
term treatment provided to the cl ient. The nature of the relationship is 
shown for clients who have been in PRT 0, 2, 4, or 6 times prior to the 
evaluation. The graph shows that the nature of the relationship between the 
percentage of direct services received and the counseling score is most 
dramatic in terms of positive treatment effects among clients who have been in 
PRT at least six times.' This means that the client who has been in PRT six 
times and receives a greater number of direct services tends to exhibit a more 
positive self-concept than clients with few prior admissions to the PRT and 
the same level of direct services. And, for the client who has been in PRT 
at 1east six times, the sel f-concept tends to decrease dramatically as the 
percentage of the specified direct services delivered decreases. 
The nature of the relationship between the percentage of direct services 
received and the counseling score is less dramatic for clients who have been 
in PRT only two or four times previously. There is essentially no 
relationship between direct services and the counseling score for clients in 
PRT for the first time. These results suggest that the process of going 
through PRT several times enhances the effectiveness of direct services. 
The statistical analysis of the relationship between the education score 
and predictor variables is presented below. The predictor variables were 
entered into the equation in the order presented. 
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DEPENDENT VARIABLE: EDUCATION SCORE 
PREDICTOR 
VARIABLE R2 
INCREMENT IN 
EXPLAINED VARIANCE df MEAN N 
DAYS IN 
THE PRT .0616 ** .0616 ** 1,163 22.45 165 
REPEATED 
ADMISSIONS 
TO PRT .0933 *** .0317 * . 2,162 1.52 165 
DIRECT SERVICE 
SCORE .1537 *** .0604 
-----­
*** 3,161 .70 165 
.1537 
*: ~ ~ :8~ 
*** [ < .001 
Overall, 15.37% of the variance in education scores were explained by the 
set of three predictor variables. The increment in explained variance 
increased significantly as each variable was added to the equation. There 
were no significant interactions in this analysis. 
Figure 8 illustrates the relationship between education scores and the 
number of days in PRT. The education score of clients tended to increase with 
the number of day they had been in the PRT. The analysis showed that the 
client's knowledge of the nature and effects of alcoholism increased as the 
amount of time that the client had been the PRT. The mean education score for 
the 165 cl ients with val id data used in the analysis was 20.86 points. The 
mean score is plotted on the graph shown in Figure 8 as a reference line. The 
dashed line shows the nature of the relationship, that clients who had spent a 
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greater number of days in PRT scored higher on the education test. The point 
at which the dashed line crosses the average education score indicates that 
clients who have been in PRT approximately 23 days or more score higher than 
the average. 
Figure 9 shows the relationship between education scores and the number 
of prior times in PRT. The effect of number of days in the PRT, discussed 
above, has been removed statistically from the effect of repeated admissions 
to the PRT. Thus, the analysis shows the net effect of repeated admissions, 
contro 11 i ng for the effect of number of days in the PRT. As the number of 
prior times a cl ient had been in the PRT increased, the cl ient's education 
score decreased. There are several possible interpretations of this result. 
It is possible that those who keep returning to PRT are those clients who are 
not improving or learning anything about alcoholism. In other words, in cases 
where there are high repeat admissions to the PRT, the PRT may not be teaching 
about the nature and effects of alcoholism or the client is not learning what 
is being taught. Another possible explanation is that those clients who have 
been in PRT severa 1 times ha ve suffered some brai n damage, affecti ng thei r 
learning ability or memory. Unfortunately, the evaluation does not have 
enough information to make a conclusive generalization about the cause of this 
result. 
The relation5hip between education scores and the percentage of direct 
services received is illustrated in Figure 10. The net effect of providing 
the direct services is presented, statistically controlling for the number of 
days the c1i ent was in the PRT and contro 11 i ng for the effect of repeated 
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